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T
he outcomes of certain health services can be 
used to assess the overall effectiveness of a health 
care system. For example, maternal mortality is 
an indicator of the quality of a country’s maternal health 
services, which in turn reflects the overall functioning of 
the country’s health system.1 We propose that access by 
persons with disabilities to health care services, along 
with measures of disability, constitutes an indicator of 
overall equity in a health care system. Disability is de-
fined here as activity limitation arising from any one of a 
variety of conditions, such as spinal cord injury, diabetes 
or HIV/AIDS, and it can constitute a significant barrier to 
accessing health care. Transport to health care facilities 
may be inaccessible to persons with disabilities, and the 
educational  opportunities  and  social  welfare  supports 
available to such individuals may not be sufficient to en-
able them to properly access the health care they need. 
The “system” that facilitates health for persons with dis-
abilities thus reaches beyond the confines of health care 
facilities and the purview of health care professionals; 
indicators using this group of patients will therefore re-
flect the effectiveness of intersectoral and systemic con-
tributors to equitable health care provision. 
Disability and research for health
“All disabled people have the same needs for basic health 
services as anyone else. This is often denied.”2 With an 
estimated 650 million people living with disabilities in 
the world today and 2 billion family members directly 
affected by disability,3 the provision of health care for 
persons  with  disabilities  represents  a  significant  and 
largely overlooked challenge. However, it is now recog-
nized that we cannot achieve the United Nations’ Millen-
nium Development Goals4 without addressing the health 
needs and rights of this group of people. Addressing the 
right to health of persons with disabilities will require 
an intersectoral response that addresses all of the deter-
minants of health. Such a response is exactly what was 
sought in the Bamako call to action5 issued at the conclu-
sion of the 2008 Global Ministerial Forum on Research 
for Health in Mali. The insights we would derive from 
mounting  this  type  of  response  for  persons  with  dis-
abilities would be useful in evaluating how other health 
needs are addressed. 
In  the  International  Classification  of  Functioning, 
Disability and Health,6 which was endorsed by all WHO 
member states at the 54th World Health Assembly in 
2001,  disability  is  defined  as  a  degree  of  functional 
impairment(s) involving an organ or body part that may 
result in activity limitation(s), such as difficulties execut-
ing tasks or activities of daily living, and also in partici-
pation restrictions that hinder a person’s ability to play 
a meaningful role in society. This understanding of dis-
ability is much broader than the traditional idea of dis-
ability as a “handicap” that one either has or does not 
have, such as a loss of function resulting from an ampu-
tation or spinal cord injury; instead it incorporates many 
types of chronic illness as well as transitory conditions 
that impair functioning, limit activities or restrict par-
ticipation. Everyone can therefore expect to experience 
some degree of disability at some point in their life. 
Equity, disability and accessibility
Equity in health “implies that ideally everyone should 
have a fair opportunity to attain their full health poten-
tial and, more pragmatically, that none should be dis-
advantaged from achieving this potential, if it can be 
avoided.”7 (p. 433) Equity in health care implies “equal ac-
cess to available care for equal need, equal utilization for 
equal need, equal quality of care for all.”7 (p. 424) A review 
of concepts and measurements of equity found the above 
definitions to be “clear and accessible to non-technical 
audiences, but lacking guidance on measurement.”8 (p. 173) If we are to use access to health care services by persons 
with disabilities as an indicator of equity in health care, 
we must have reliable and valid measures of both dis-
ability and access to health care. 
International  research  projects  such  as  Measuring 
Health and Disability in Europe9 and the Washington 
Group  on  Disability  Statistics10  have  improved  tech-
niques to measure disability. They have found that the 
continuum  of  activity  limitations  offers  the  most  ac-
curate  scale  to  measure  disability  in  self-report  and 
observational studies.11–12 Measures developed by these 
initiatives  are  now  being  used  in  general  household 
surveys and national censuses as well as in specialized 
health surveys. 
Given that an all-encompassing tool to measure ac-
cess to health care has yet to be developed, we propose 
using the conceptual framework offered by the United 
Nations Committee on Economic, Social and Cultural 
Rights in 2000.13 That framework includes accessibility: 
“facilities, goods and services have to be accessible to 
everyone without discrimination within the jurisdiction 
of the state.”13 The committee identified four dimensions 
of accessibility: non-discrimination, physical accessibil-
ity, economic accessibility (affordability) and informa-
tion accessibility. 
Three additional elements of this committee’s state-
ment also relate to the concept of accessibility.13 Avail-
ability  concerns  the  quantity  of  service  available;  for 
example,  functioning  public  health  and  health  care 
facilities,  goods,  services  and  programs  have  to  be 
available  to  the  general  public  in  sufficient  quantity. 
Acceptability refers to the need for all health facilities, 
goods and services to be respectful of medical ethics, 
culturally appropriate, sensitive to gender and life-cycle 
issues and to be designed to respect confidentiality and 
improve the health status of those concerned. The final 
element is quality: health facilities, goods and services 
must be scientifically and medically appropriate to pro-
vide services of good quality.  
Evaluating equity in health systems
Evaluating health system accessibility and equity in re-
sponding to the right to health of all users, then, may 
best be done by evaluating the experiences of persons 
with disabilities. To do this we could take a sample popu-
lation of persons with disabilities (e.g., people experien-
cing disability owing to chronic heart failure or diabetic 
peripheral neuropathy) and measure their activity lim-
itations and access to health care (see Box 1). The data 
obtained from this sample could then be compared with 
data on the access to health care of people without activ-
ity limitations. In summary, although current indicators 
for health systems such as maternal mortality are useful, 
access to health care for people with activity limitation 
is an alternative indicator that would evaluate broader 
health system function, reflect the experiences of a wider 
population and involve intersectoral and systemic con-
tributors to equitable health care. 
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Box 1:  Measuring activity limitation and access to health care for persons with disabilities
  An example of measuring activity limitation 
•  The Washington Group on Disability Statistics has a developed a short question set (http://unstats.un.org/unsd/statcom/doc07/2007-4e-Disability.pdf) 
with 6 questions about the range of difficulty doing certain activities (i.e., seeing, hearing, walking or climbing stairs, remembering or concentrating, 
self-care, communicating) because of a health problem.
  Examples of measuring access to health care for persons with disabilities*
•  Health service coverage: immunization rates
•  Disease incidence: WHO’s country-specific top 10 health conditions resulting in death and disability
•  Health care provision: number of orthotics and prostheses provided
•  Experiential outcomes: user satisfaction surveys
•  Affordability: health insurance coverage and out-of-pocket payments
•  Service quality: evaluations of effectiveness of patient–professional interaction
 
  * There is no psychometrically valid composite measure currently available for the conceptual framework we present in this article. These examples illustrate ways
      that access to health services has been examined to date.References
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